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of what their role is so that the patient can provide informed consent based on this information. If you are not currently doing this and this is the reason for the impaired ability to consent then you are not fulfilling GDC standards.
Since all the author's points can be contested this group of dentists' argument against DA is invalid. I can only assume that this group of people feel their own role is threatened by the idea of DA. In terms of setting up alone, a DT can already do this and so introducing DA is unlikely to see a significant increase in independent practice in competition with existing practices. Dental teams must work together in the interest of the patient and if DA was to go ahead there would be treatment that dental therapists could not carry out so referrals would be made accordingly and this would be best arranged within a single practice. Introducing DA would mean that patients would be able to see the DT for an oral health needs assessment, routine treatment and preventative practice, freeing up time for the dentist to carry out the more complex treatments. Also, a DT's time is cheaper than that of a dentist. How can this change not be seen as a positive move for both patients and the dental team alike? There would be nothing stopping practices working in the existing way so if you personally do not to want to work in this way then fine, don't; but this may work well for some practices and it would be unfair on both the public and the profession to dismiss this idea.
M. Joyce By email DOI: 10.1038/sj.bdj.2012.563
PERIODONTAL THERAPISTS
Sir, on the subject of direct access (DA), your readers may be very interested to read an article by Colleen Rutledge called Heeding the call and committing to periodontal therapy (www.perioandbeyond.com), in which she states that in the USA some dental hygienists (DHs) are being trained as periodontal therapists (PTs), to work in conjunction with the dentist and periodontist. The PT receives training in advanced non-surgical periodontal therapy and is responsible for carrying out phase one treatment within a general practice.
In June 2009 I attended the Eastman Dental Institute for a four day intensive training course on advanced nonsurgical periodontal therapy (NSPT) for the hygienist. This was an immensely enlightening course, covering all aspects from risk factors through aetiology, radiographs, treatment planning and instrumentation. The course was spread over four weeks, with plenty of reading material and revision of notes in between. By the end of the course I had a far better knowledge and understanding of periodontal disease, and most importantly, how to treat my patients in practice. A few months later I undertook the necessary training, again at the Eastman, to administer inferior dental nerve block local anaesthesia.
I consider that, through this training, a new category of hygienist -the PTmay evolve as a conduit between dentist and periodontist which many practices would benefit from. It goes without saying that a PT would benefit from DA to patients, though this would inevitably involve diagnosis, which is another bone of contention within the profession. This clinician would be in a position to accept referrals from GDPs, but this service could be offered to a wider range of the general public if treatment was available to potential patients without the necessity of going through a dentist first. The PT could accept patients in their own right from self referrals, just as patients attend a physiotherapist or podiatrist. In turn the PT would be permitted to refer the patients on to a periodontist for more extensive treatment, should the need arise.
Indeed DA for DHs is long overdue and would raise their esteem. Owing to the importance of clinical experience DA should only be considered after a DH has been qualified for five years and I would suggest that advanced training to become a PT should also bear the same condition. More dental schools could offer the same type of course I attended at the Eastman, so that DHs throughout the country would be able to take advantage of this new qualification.
H. Parkin RDH By email DOI: 10.1038/sj.bdj.2012.564
STALKING HORSE
Sir, I would like to comment on the letter by A. C. L. Holden (No to direct access; BDJ 2012; 212: 355-356). I am a dental hygienist with nearly 30 years' experience in dentistry. I am also an active campaigner for direct access. I've worked full time in general practice for most of that time, only taking time out to work part-time for various dental companies. This was mainly in the software and intra-oral imaging sector. I'm part of the management team in a busy, large, predominantly private, city centre practice. I am also a mentor for the Philips Transitional Support Scheme that supports newly qualified hygienists' move from education to life in practice. I take patient care and safety very seriously.
I believe that Holden may have exposed his lack of years as he appears to have been used as a sort of stalking horse. That is the opinion of a couple of my peers who have read the letter as the argument is very simplistic; on first reading it has merit but on deeper investigation holds no water.
D. Bridges RDH By email DOI: 10.1038/sj.bdj.2012.565
DRACONIAN REFERRAL SYSTEM
Sir, I wish to reply to the recent letter the letter by A. C. L. Holden (No to direct access; BDJ 2012; 212: 355-356) . I totally disagree with the points raised regarding dental hygienist-therapists and direct access to patients. I found the tone and content of the letter derogatory to dental hygienist-therapists.
I would like to clarify a couple of points. Holden claims that as dental hygienists-therapists have a shorter professional education than dentists it is therefore beyond our competency to diagnose dental conditions. Additionally, that dental surgeons are often the health professional patients see most frequently, so they are the health professional relied upon to diagnose oral conditions such as oral cancer and mucosal disorders. He then goes on to suggest that giving non-suitably trained professionals such as dental hygienist-therapists responsibility to diagnose such conditions is bordering upon neglecting patients' rights to proper treatment.
